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The US Preventative Task Force and Centers for Medicare and Medicaid Services recommend 
screening for perinatal and postpartum depression (PPD) during well-child visits that occur 
during the first year of the baby’s life. Postpartum means the time after childbirth, and 
postpartum depression is defined as a variant of major depressive disorder that occur during 
pregnancy or within 4 weeks of delivery.  Current pediatric guidelines recommend that PPD 
screening occur at three to five days after birth and at one, two, four, six, nine and twelve month 
well-child evaluations during the first year of life.  This DNP clinical inquiry project brought to 
light an of understand primary care providers’ (PCP) perceptions of PPD screening practices 
during well-child checks by surveying the providers about their PPD practices.  The participants 
took a survey to measure understanding of PPD in their practice, and frequency of  PPD 
screening during the well child visits.  This DNP clinical inquiry project measured providers 
reported wide-ranging (PPD) screening practices and use of  various validated PPD screening 
tools during well child visits. Screening practices have improved among PCP’s, according to the 
AAP, but still less than half of providers screen mothers for PPD. 
Keywords: primary care providers, postpartum depression screening, postpartum 
depression 
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Primary Care Provider Perceptions of the practice of Postpartum Depression Screening 
During Well-Child Visits 
The purpose of this DNP project was to assesses primary care providers’ (PCP) perception 
of screening mothers for postpartum depression (PPD) during well-child visits. Assessing PCP 
understanding of PPD screening can highlight practice barriers preventing providers from 
including PPD screening in their well-child evaluations.  It is also essential to assess PCP attitude 
of the efficacy of using PPDscreening within the providers’ practice as well.  Little evidence 
exists exploring PCP perceptions of PPD, leaving a gap in the literature. This clinical inquiry 
DNP project sought to illuminate PCP understanding of PPD screening in well-child evaluations 
and provide insight into current practice behavior. 
Background and Significance Prevalence 
This clinical inquiry project builds upon a previous  project whose purpose was to detail a 
program development and evaluation project designed to improve early identification of 
postpartum depression (PPD) and facilitate appropriate mental health referrals for mothers who 
are attending well-child visits.  PPD is a maternal psychiatric disturbance that can negatively 
affect the health outcomes of both the mother and the infant (Papadopoulou et al., 2019). The 
following conditions predispose women to PPD during pregnancy; anxiety, experiencing stressful 
events during pregnancy, early puerperium, history of depression and low levels of social support 
during pregnancy (Stewart et al., 2003). Women that present to providers with the above 
symptoms of postpartum depression should be screened for postpartum depression. Each year 
approximately half a million babies are born to mothers who have general depression, with PPD  
being the most undiagnosed obstetric complication in the United States (Russomagno et al., 
2019). Out of the four million births in the U.S each year, an estimated 520,000 women will 
experience PPD (Loudon et al., 2015).  Loudon (2016) surveyed women and noted that PPD is 
one of the most common medical complications, affecting 25% of mothers, subsequently Bauer 
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and collegues (2017) found that 15% of women are affected with PPD after childbirth. General 
depression in the prenatal period occurs in 7% to 13% of women in the first year after birth, and 
19.2% in the first 3 months after birth, disrupting maternal attachment (Albaugh et al., 2018, p. 3). 
The percentage of new mothers with postpartum depression in Arkansas in 2012 was 20.1% (Ko 
et al., 2017).  PPD affects 10% to 20% of new mothers and early diagnosis including screening 
can reduce its negative impact by 7%, 31%, and 31%  respectively among pediatricians, 
obstetricians-gynecologist, family practitioners respectively (Waldrop et al., 2018). The 
percentage of PPD among new mothers justifies ongoing surveillance to better recognize and 
screen for PPD, which means that ongoing surveillance is required to better recognize and screen 
for PPD (Albaugh et al., 2018; Walfrop et al., 2018). Selix et al. (2017) explain that maternal 
mental health disorders, such as depression and anxiety, affect 15% to 20% of postpartum 
women.  Additionally, Duffecy and collegues (2019) explain that the prevalence rate for PPD at 3 
months after birth is 20%. 
PPD usually occurs between 6 weeks and 6 months of life, and can occur any time in 1st 
year post-partum. Goldin et al. (2015) explain that PPD is an affective mood disorder occurring 
within the first year after childbirth.  Albaugh et al. (2018) explained the American Psychiatric 
Association’s Diagnostic and Statistical Manual of Mental Disorder, 5th ed, allows for a specifier 
in the PPD diagnosis denoting that depression may begin with peripartum onset only if mood 
disruption begins during pregnancy, or within the first 4 weeks after birth. This understanding 
may give providers a headstart in diagnosing and treating women who exhibit post-partum 
depressive symptoms. It has also been shown that new mothers’ vulnerability extends to at least 
the first 6 months after birth. New mothers, while pregnant and up to 1-year postpartum, may 
experience perinatal mood and anxiety disorders (PMAD) which include psychopathology or 
distress dimensions that should be included in part of a psychological evaluation in which the 
outcome may be a diagnosis of major depressive disorder (Long et al., 2019). 
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PPD Risk Factors 
 Comorbid risk factors for PPD include pregestational or gestational diabetes, past history 
of depression, history of physical or sexual abuse, unplanned or unwanted pregnancy, and lack of 
social and financial support (O'Connor et al., 2019). Poor maternal mental health is associated 
with poor infant cognitive, and behavioral development, which may lead to suicide of the mother 
or infanticide indicating the importance of screening and treatment interventions (Jaronski et al., 
2016; Roberts et al., 2019). 
Ethnicity, maternal age, level of eduction parity and gender of child were not predictors of 
PPD in western societies detail “that 10% of pregnant women worldwide and 13% of women who 
have just given birth experience some type of mental health disorder” (Roberts et al., 2019, p. 2). 
 Logsdon et al. (2018) explain that 50% of adolescent mothers have high rates of 
depressive symptoms.  Women with increased comorbidities and complications, such as 
preeclampsia and gestational HTN, should be screened as they have a higher incidence of 
depression (Roberts et al., 2019). Noonan et al. (2018) explained mental health problems may 
relapse from the perinatal period to the first year after birth. To reduce the exacerbation of adverse 
maternal outcomes recognition of mental health problems early treatment of PPD is required.  
Additionally, stressful obstetrical complications during pregnancy have been shown to affect the 
relationship between mother and baby (Roberts et al., 2019).    
Practice Recommendations 
 According to Chaudron et al. (2004), a standardized postpartum depression screening tool   
is useful in primary care clinical practice to improve the detection of depression during high-risk 
postpartum time. The scope of this project is focused on obstetricians, primary care nurse 
practitioners, clinical nurse specialists, primary care physicians, and pediatricians in Arkansas 
which is a realistic and appropriate way to understand how providers in Arkansas think about the 
postpartum depression screening. The World Health Organization reports 10% to 13% of 
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postpartum women develop a mental health disorder during the prenatal and postpartum period 
(Booth et al., 2018). 
Effect of PPD on Maternal Health Outcomes 
The range of psychosocial risks to the mother and infant include domestic violence, 
substance abuse, harm to the infant, and deterioration of family support dynamics; if PPD is not 
evaluated and treated in a timely manner (Emerson et al., 2018). Moore et al. (2019) noted that 
PPD effects the entire family in a negative matter. PPD has significant effects on the mother-
infant relationship, child growth and development, which manifest as greater cognitive, 
behavioral and interpersonal problems (Stewart et al., 2003). If PPD can be treated the symptoms 
and manifestations can be averted by enabling new mothers with mental health resources.  When 
new mothers have a carefully constructed, adapted and customized mental health program 
specific to their lifestyle from their providers after PPD screening, new mothers have a toolkit to 
combat PPD with the the knowledge, proper support, behavioral health adaption skills (Stewart et 
al., 2003). 
Effect of PPD on Infant Health Outcomes 
 PPD effects more than just the mother; it can complicate infant recovery after childbirth 
and contribute to the risk of long lasting physical and emotional health of the parents (Emerson et 
al., 2018). Ogbo et al. (2018) explain that maternal depressive symptoms have long and short term 
consequences for the child, family, and mother, which include low birth weight, psychological 
issues, increased risk of diarrhea, stress, poor social interaction and suboptimal feeding patterns 
for the baby.  Maternal depressive symptoms are partly associated with child cognitive 
development via family process and parenting practices, which means untreated maternal 
depressive symptoms effect the bonding therapeutic family processes which impedes the childs 
ability to cultivate cognitive skills during this period (Ahun & Cote, 2018). Maternal 
psychological wellbeing, stress anxiety and depression are associated with an increase in the 
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maternal hypothalamus-pituitary-adrenal axis activity, increasing cortisol release may negatively 
affect fetal neurodevelopment leading to bilateral thining of the prefrontal cortices in 6-9 year old 
children (Marroun et al., 2016). Maternal depression is associated with behavior problems in 
offspring because mother-child interaction influence the relationship of the child’s development 
due to the fact that negative motherly parenting behaviors inhibit a childs emotional development 
(Kudinova et al., 2019).  PPD may potentially interfere with the early parent-infant interaction, 
delaying infant development and leading to disturbances in the child’s attachment, interactions, 
social and emotional development (Rafferty et al., 2019). Evidence-based treatment for PPD is 
cost effective and will add additional well-being benefit for the provider and patient. The 
provider gains satisfaction by being able to provide the screening for a potential devastating 
mental health issues that has long term effects on the infant and mother. The mother gains 
fulfillment by gaining access to the mental health resources required potentially needed during a 
mentally and physically demanding perinatal period. 
Financial Implications of PPD  
In 2016, the economic costs, social and economic, for untreated maternal depression was 
5.7 billion dollars (Selix et al., 2017). Luca et al. (2020) explain that untreated perinatal mood and 
anxiety disorders lead to healthcare costs estimated at $14 billion over a 5 year period, with the 
average cost of $31,800 per mother and child. Dagher and colleagues (2012) note that employed 
women with PPD exhibit 90% higher health care expenditures than women without PPD, with 
emergency room services accounting for most of the expenses compared to women without PPD, 
women with PPD increased their utilization of emergency room services and mental health 
counseling (Dagher et al., 2012).  
PPD Screening Recommendations  
The National Association of Pediatric Nurse Practitioners recommends screening women 
for PPD in the first year of a child’s life, but currently there is not a specific tool recommended 
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for PPD screening (Russomungo & Waldrop, 2019). The American College of Obstetricians and 
Gynecologists and US Preventative task Force recommend universal screening for perinatal 
depression at least once with a validated standardized tool (Russomungo et al., 2019).Women are 
four times more likely to attend mental health visits when the services were integrated and located 
in the same health center as the prenatal and postpartum visits (Albaugh et al., 2018). This 
engagement dropped when providers were required to refer patients to offsite mental health 
services. In addition, at home cognitive behavioral intervention had a 67% rate of retention for 
women who were referred for PPD treatment therapy, as did home health nursing visits that met 
women in their home environments (Van Lieshout et al., 2020).  The American Academy of 
Pediatrics state that PPD can be treated effectively and reduce stress on the infant with PPD 
screening at the one, two, four, and six month well-child visits in the pediatric primary care 
setting (Earls et al., 2018, 2019).  
 Increase in PPD screening was noted when the Edinburgh postnatal depression scale 
(EPDS) screening tool was added to the Electronic Medical Record (EMR) (Long et al., 2019).   
Ninety-eight percent of providers used the EPDS tool when it was added to the EMR and 100% 
of the mothers identified at-risk for PPD were 100% referred (Long et al., 2019). 
 When PPD screening is implemented in the provider clinical setting, PPD screening can 
be effective in preventing long term psychosocial consequences related to maternal distress in the 
postpartum period (Duffecy et al., 2019). The high economic costs of managing the poor health 
outcomes of PPD are directly related to the inconsistent PPD screening practices of PCPs (Luca et 
al., 2020).  There is a need to evaluate PCPs’ perceptions in order to understand their clinical 
practice choices as it relates to PPD screening in new mothers.  
Problem Statement 
The problem statement for this DNP clinical inquiry (CI) project is that most primary care 
providers are not screening for PPD in well-child evaluations as recommended by the AAP. The 
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prevalence of postpartum depression in new mothers reveals that there is a need to understand 
how providers feel about postpartum depression screening of new mothers during well child 
visits.  
Purpose Statement 
The purpose statement for this DNP CI project is to evaluate primary care providers’ 
perceptions on screening new mothers for postpartum depression during well-child visits. This 
was accomplished by a survey that was sent to Arkansas Providers that provided an overview of 
providers that screen for PPD in Arkansas.  
PICOT Question 
The PICOT Question for this DNP CI project is how do primary care providers (P) 
perceive PPD screening in the first year of childbirth (I) compared to current practice (C) for 
detecting new mothers with PPD during well-child evaluations.  
Needs Assessment 
 This DNP clinical inquiry project builds on the DNP project of University of Arkansas 
(UARK) DNP Graduate student Katlyn Steimel. Dr. Steimel found a need for improved 
screening for PPD of mothers during the well child visit at her clinical site (Steimel, 2020). 
Steimel (2020) recommended that future research focus on improving the PPD screening and 
referral process for new mothers attending well-child visits.  
 A thorough review of literature about the PPD screening practice in primary care clinics 
uncovered a gap in care revealing inconsistent screening practice for PPD, agreeing with Dr. 
Steimel’s findings. The literature review also revealed a need to understand providers’ thoughts 
about postpartum depression screening in well-child evaluations. 
Evans et al. (2014) explain that majority of physician groups report low use of PPD 
screening, and the lowest rate of screening was with the pediatric specialty. This paradox was 
attributed to many providers lacking the knowledge and skills necessary to routinely screen for 
 
                                                                   13 
 
 
PPD (Evans et al., 2014). Pediatricians were identified as the provider with the most interactions 
with the postpartum mother, however, they are the least likely to report they have received 
training about PPD management (Evans et al., 2014). It was found that pediatricians often rely 
on their clinical judgement for PPD detection rather than using a standardized tool to screen for 
PPD (Evans et al., 2014).  
 Another recommendation from Dr. Steimel’s DNP Project, was to have the state of 
Arkansas require universal PPD screenings and have Centers for Medicare and Medicare 
Services reimburse providers for this service to increase the support for the evidenced-based 
screening recommendations and close a gap in Arkansas state healthcare policy regarding PPD 
screenings (Steimel, 2020). According to IRS Publication 969, Arkansas screening tests, backed 
by a medical diagnosis, are reimbursable from a Health Savings account (HSA) and flexible 
spending account (FSA) according to IRS rules (IRS Publication 969, 2019).  This allows 
screening to be reimbursed if a patient has a HSA or FSA in Arkansas. CMS at this time does not 
reimburse Arkansas’ providers for PPD screening (National Academy for State Health Policy 
[NASHP], 2020). CMS reimburses 42 states and the District of Columbia that reimbursement 
providers in the well child visit for PPD screening, and this further indicates the need for seven 
more states Alaska, Arizona, Arkansas, Florida, Kansas, New Hampshire, and New Jersey to 
implement PPD reimbursement in the well child visit (NASHP, 2020).  Code 96161 can be used 
to bill the patients health plan in states other than Arkansas Medicaid, which mean that a 
reimbursable PPD screening can take place at the well-child visit if the patient does not have 
Medicaid insurance in Arkansas (AAP Division of Health Care Finance, 2016).  
Aim and Objectives 
The goal of this DNP clinical inquiry project was to understand providers’ behavior of 
PPD management practice by using the Theory of Planned Behavior to survey Arkansas’ 
pediatric and primary care medical providers and Advanced Practice Registered Nurses (ARNP)  
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providers. Providers’ responses illuminated their behavior motivation to elucidate the uptake of 
new behaviors related to practice of PPD screening.  The aim of this project was to understand 
the PPD screening perceptions of PCPs. The objectives of this project were: 
1. To develop a survey assessing primary care providers’ perception of screening mothers 
for PPD during the well-child evaluations during the first year of life.  
2. To understand primary care providers’ understanding of the efficacy of the EPDS 
screening tool. 
Review of Literature 
 
The literature was examined utilizing the University of Arkansas library databases using 
the keywords post-partum depression, perinatal depression and provider screening. The topic 
searched was PPD screening, and the databased used was the Arkansas libraries journal article 
database. Inclusion criteria included studies that were focused on the topic of the prevalence of  
provider screening practices, full text online, within the last 5 years, and studies that included US 
data, research participants, English language and peer reviewed. Exclusion criteria included 
studies outside of the US, studies specific to managing a specific comorbid obstetric health 
condition, studies that did not include explanation of PPD.  In general literature was searched 
using a 5 year span from 2015-2020. A total of 41 articles were selected that had all search word 
criteria keywords inclusion and exclusion criteria. 
Economic cost of postpartum depression 
 Luca et al. (2020) estimated the economic burden of postpartum mood disorders felt by 
mothers and babies born in 2017 from conception through 5 years of life cost $14 billion, and the 
average cost per mother is about $31,800. “Reimbursement is essential to recapture and recover 
the costs of untreated postpartum mood disorders cause both indirect and direct costs that include 
1) income loss because of reduced maternal productivity, 2) greater use of the public health 
services such as Medicaid 3) and higher healthcare costs due to decline in maternal and child 
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health”  (Luca et al., 2020, p. 6). 
Postpartum Screening Tools 
  The American College of Obstetrics and Gynecologists (ACOG) recommends that PCPs 
screen mothers with a validated standardized tool at least once during the perinatal period 
(Russumango et al., 2019).  The American College of Nurse-Midwives supports universal 
screening and treatment referral for depression in women as part of routine health care 
(Russomango et al., 2019). There are many additional organizations that recommend screening 
and treatment of perinatal depression, American Academy of Family Physicians (AAFP), 
American Academy of Pediatrics (AAP), The US Preventative Services Task Force (USPSTF), 
Centers for Medicare and Medicaid Service also recommend routine universal screening for 
perinatal depression in women (Rafferty et al., 2019). The AAP recommends screening for 
postpartum depression at four well-child visits in the first six months of life and refer the mother 
to treatment when needed.   
The Edinburgh Postnatal Scale 
The American Academy of Pediatrics recommends the Edinburgh Postnatal Scale 
(EPDS) to assess for maternal PPD at the 1, 2, 4 and 6-month well-childvisits (AAP Division of 
Healthcare Finance, 2016). The EPDS is the most widely accepted screening tool for women 
worldwide and has a sensitivity of 68-86% and specificity of 78-96%. A score of 10 indicates 
depression is present (AAP Division of Healthcare Finance, 2016). The USPSTF notes that the 
use of the EPDS is an effective screening tool for depression in pregnant and postpartum women 
as the tool has been validated in many populations and in spanish (Rafferty et al., 2019). 
Developed in 1987 the EDPS is a 10 item questionnaire is a validated tool that focus on maternal 
and child health and helps detect depression in postpartum women (Booth et al., 2018). The 
EPDS is a validated tool that is effective in identifying PPD and provides a consistent way for 
providers to identify and refer or treat to new mothers with PPD (Emerson et al., 2018).  
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Barriers to PPD Screening in Primary Care Clinics 
 Even though the relationship between depression and the postpartum period has been 
documented since the time of Hippocrates-Classical Greece, screening for PPD remains difficult 
due to varying clinical practice approaches among PCPs (Loudon et al., 2016). In 2018, the 
Centers for Disease Control and Prevention (CDC) reported that 1 in 8 women with live births 
were not assessed for depression during post-partum visits, and 1 in 5 women were not assessed at 
prenatal visits (Bauman et al., 2020). More than 50% of women are not assessed for PPD in 
provider settings, and would benefit from mental health support as a new mother (Rafferty et al., 
2019). Standardized screening in the provider setting would yield the support needed for new 
mothers. Half of all cases are not recognized, even with a documented correlation of PPD and the 
postpartum period (Loudon et al., 2016). Variation in site-based estimates of the percentage of 
health care providers who reported screening for PPD depression might be related to differences 
in state initiatives to increase provider capacity and link women to care (Bauman et al., 2020).  
 Additional barriers to PPD screening include women who use their 
obstetrician/gynecologist as their PCP, previously used mental health (MH) care, or chronic 
health conditions, such as diabetes, hypertension, hyper or hypothyroidism (Leddy et al., 2011). 
Mothers may feel that the pediatric setting is not the place for the mother to discuss their own 
health concerns, so they may defer in talking about their mental health with pediatric providers. 
The capacity to deal with  the mother’s chronic health conditions, may reduce the capacity of the 
mother to also manage any mental health conditions, and she may not mention any symptoms or 
issues with providers.  Provider barriers include lack of training, lower confidence, and lack of 
readily accessible mental health referral treatment (Russomagno et al., 2019).  Other perceived 
barriers include a lack of available mental health services for patients, lack of financial incentives, 
and the fact that some mothers did not want to discuss PPD (Waldrop et al., 2018).  
There is a concern for lack of engagement of mothers after screening. Albaugh et al. 
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(2018) noted that only 30% of pregnant women with positive screening for depression results 
agreed to be contacted by a mental health professional, and 38% of women referred attended one 
visit, and only 6% remained in the program to be contacted after 6 months. Right now, “the rates 
of PPD screening are inconsistent as 80% of pediatricians and 60% of obstetricians use clinical 
judgement rather than a validated screening tool” (Earls et al., 2018, 2019). Five barriers to 
adequate postpartum mental health exist which include:   
1. Women do not  follow up as scheduled.   
2. Are not always screened for changes in mood.   
3. Screening to detect PPD lack standardization.   
4. PPD may be discounted or denied by patient and healthcare provider-attributing to normal 
factors of child birth.  
5. Cost associated with implementing universal screening in clinical setting is difficult, due 
to cost of administrative support and changing clinical protocols (Loudon et al., 2016, p. 
501-502).    
Some of the biggest barriers to PPD screening are PCP lack of time and training, as well 
as inefficient referral sources for pediatric providers.  Around 66% of pediatricians report that 
main barriers for screening for PPD is time constraints, and 60% of barriers are related to 
inadequate training, skills or knowledge (Russomango et al., 2019). There was not a consistent 
approach to screening among family practitioners, MD and FNPs, and they also showed 
reluctance to change their practice to incorporate PPD screening (Noonan et al., 2018). 
Approximately 99% of Family Physicians’ reported a willingness to use a questionnaire to 
evaluate for PPD, but that they did not screen if there was not a referral pathway, and General 
Practitioners/Primary care providers felt women would recover from depression without formal 
interventions (Noonan et al., 2018). Additional barriers include lack of standardized guidelines, 
ability to combine family practitioner clinical judgement and screening tools, and the stigma 
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associated with PPD symptoms (Noonan et al., 2018).  
Family practitioners require training, access to psychosocial and health treatment options 
for patients to effectively refer patients to mental health services if needed (Noonan et al., 2018). 
If and when providers adopt a universal screening method such as the EPDS in screening for 
PPD, providers need background understanding on how the EPDS is validated to diagnose PPD 
symptoms.   
Long et al. (2019) noted that one percent of new mothers are affected by postpartum 
depression. It is known that the clinical evaluation of screening for PPD also provides the new 
mother with education on how to recognize PPD symptoms in her own daily life.  If she 
experiences any depressive symptoms she is now aware of mental health resources for referral 
because the mental health resources are addressed after the screening if the mother is positive for 
PPD (Rosenbaum et al., 2018).  Osborne et al. (2010) explain competing medical demands 
require that providers prioritize services and defer other services to other visits, so understanding 
how and what competing demands may be apparent in pediatric practices will help inform this 
clinical inquiry.  
To implement a successful change in clinical practice it is important to know the 
providers thoughts guiding their behavior, which can be achieved through a survey assessing the 
attitudes, confidence, and behaviors regarding the management of a particular target behavior, 
and in this clinical inquiry PPD (Osborn et al., 2010). The barriers to implementing PPD 
screening in practice was not the willingness of providers to clinically assess women with PPD 
symptoms but also the administrative barriers such as electronic medical record, standardization 
of clinical evaluation in the practice setting, and intentions of the providers to make a change in 
how they evaluated new mothers in their clinical setting (Osborn et al., 2010).  
PPD Survey   
Survey Components 
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The elements of the survey evaluated include a baseline clinical inquiry survey to 
understand the following:  providers knowledge of PPD screening, age, demographic, type of 
clinical provider, county of practice within Arkansas, what type of patients the provider sees in 
their clinical practice, and the barriers encountered when addressing PPD in clinical practice. 
The survey was developed based on the components of the theory of planned behavior (TPB) 
which is a framework for understanding human behavior, and it consists of three components 
(Kortteisto et al., 2010). The first component is the attitude toward the behavior, which is 
assessed in the survey questions about the providers understanding of PPD. The second 
component of TPB is the behavior toward the subjective norm, the survey questions about the 
providers understanding of PPD. The third component of TPB is the perceived behavior and the 
questions focused on the providers clinical practice and personal demographics such as age, 
length of practice, and location of practice. The survey will include the providers demographic 
information using closed, open ended questions to assess providers understanding of PPD. The 
purpose of assessing  provider barriers to practice questions is to understand the interralated 
processes, framework, attributes and connections related to provider compliance with PPD 
screening recommendations (Russomagno et al., 2019).  The survey components were also 
adapted from a survey developed by Appleby, based on the TPB which was evaluating 
physicians intentions to standardize care delivery implementation (2018). Evaluated areas 
included demographics of the providers, providers understanding of evidenced based practice 
PPD evaluation methods and intervals. The project utilized a 31-item survey questionnaire  
linked via email to Qualtics.com and sent to the recipients, included the following styled 
questions: Likert, list, and commentary. These items assessed participants’ perception of their 
familiarity with PPD screening, the importance of PPD assessment in their clinical practice, the 
current county location in Arkansas of practice, and whether they can identify PPD screening 
barriers in practice.  
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Survey Distribution and Collection Methods 
The American Academy of Pediatrics highlights the importance of screening for PPD in 
the obstetrics and pediatric setting if indicated (Luca et al., 2020). The recruitment email 
included the invitation to potentially improve clinical practice by providing provider information 
about screening importance, to encourage survey completion and potentially improve clinical 
practice. Surveys were distributed to the Arkansas Nurse Practitioner Association members after 
approval from managing board members, also by the ANCC email distribution list to Arkansas 
Advanced Practice Providers, and surveys were sent via administrator to the American College 
of Pediatrics members. A total of 60 advanced practice providers and medical doctors answered 
the survey data. After cleaning data, a total of 58 survey responses was used in this analysis.  
 Munn & Jones (2020) explain that to maximize survey response it is important to obtain  
buy in of  a well respected provider in the community to be surveyed to help facilitate 
recruitment of study participants and garner organizational support. It is recommended that the 
the survey recruitment information must also state practice benefit that may be inherently 
interesting to the provider completing the survey.  Identifying a key stakeholder in the 
organization to support the project and having two methods of ways to obtain the survey:  paper 
and online, will maximize survey response. Brnikova et al. (2018) explain that physicians 
response rates to surveys increased when they were given a choice of online vs mailed survey, 
and online survey response is always higher than mailed responses.  
Theoretical Framework 
This clinical inquiry project provided understanding towards practitioners  attitudes 
toward PPD screening and their perception of their ability to implement a practice change of 
screening for PPD in a clinical setting (Kortteisto et al., 2010). The theory of planned behavior 
(TPB) is a conceptual framework for understanding human social behavior. The TPB Theoretical 
Framework is a measure for understanding providers’ intentions on using evidenced based 
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guidelines in clinical care (Kortteisto et al., 2010). The TPB consists of three components: the 
attitude toward the behavior, the subjective norm, and perceived behavior control (Kortteisto et 
al., 2010).  
Attitude Toward the Behavior 
The first component of the TPB is described as the attitude toward the behavior, 
composed of human beliefs about consequences of the behavior. Understanding why the 
provider is or isn’t completing screening in practice and understanding the clinical financial 
implications, such as patient health insurance coverage for PPD services reimbursement for PPD 
screening will help inform perceived behavior. The TPB has predicted the uptake of new 
techniques by health care providers by identifying the beliefs behind the target behavior where 
one wishes to see change (Kortteiso et al., 2010).  
Subjective Norm 
 The second component of TPB is the subjective norm which is composed of human 
beliefs about the consequence of behavior. The providers’ understanding of how their behavior is 
perceived in clinical practice, i.e. their reputation helps motivate behavior change. Also 
understanding the providers current communication strategies, vision plans with outside 
providers, current practice colleagues and staff would help inform the subjective norm of portion 
of the theory of planned behavior. 
Perceived Behavior Control 
The third component is the perceived behavior control, which explains how the person 
understands their capability of control of performing the behavior in question. The central 
determinant of behavior is intention to perform the action (Kortteisto et al., 2010). Theory of 
planned behavior is related to this clinical inquiry project because the focus of the project is to 
understand how the providers perceive PPD screening within their practice setting. The TPB is 
used to predict health behavior, and TPD states that an individuals behavior is determined by 
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behavioral intention, an individual engages in behavior that is determined to be positive 
(attitude), where there may be peer pressure or social acceptance (subjective norms), and where 
it is achievable (subjective norms) (Logsdon et al., 2017, p. 274).  
The theory of planned behavior provides a framework to better understand how providers 
change their behavior in the clinical settting. The central tenants of the theory of planned 
behavior (TPB) include the following components:  the intention to perform the behavior, then 
the three latent components of planned behavior include, the attitude toward the behavior, 
subjective norm, perceived behavior control (Kortteiso et al., 2010).  Exploring the providers 
complex behavior constructs using the TPB will help explain and provide a framework of  
current PPD screening behavior in practice.   
 One way to improve healthcare to improve the screening and treatment of PPD, is to 
evaluate providers behaviors and understanding toward PPD screening (attitude). Which is a 
central element of TPB. This clinical inquiry survey helps with educating health professionals to 
understand their behaviors as it relates to how providers approach PPD in practice.    
 The clinical inquiry survey is based on the theory of planned behavior and the questions 
in the survey will help determine the understanding of PPD and how PPD screening is 
considered for patients in clinical practice (Kortteiso et al. 2010). Understanding the providers’ 
current communication strategies, vision plans with outside providers, and current practice 
colleagues, helps provide a framework on what helps a provider complete their clinical work.  
Methodology  
Project Design 
 An exploratory research design was utilized for this CI project by identifing factors that 
contribute to the providers’ ability and willingness to incorporate PPD screening during well-
child visits. Patients’ fear and the stigma of PPD inhibit patients from presenting their symptoms 
to their medical provider (Drake et al., 2014).  This design is appropriate for the project because 
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it helps answer how the providers approach PPD screening in their clinical practice. This project 
utilized a cross-sectional study collecting data at one point in time. The analysis included a 
crosstabulation with Chi-Square analysis with the dependent variable being the decision to 
recommend PPD screening and treatment if indicated. The selected design for the project was a 
clinical inquiry research design, and the approach was structured surveys with questions about 
the providers demographic information, perceived practice barriers to PPD screening, and 
synthesizing of practice guidelines to understand and measure the overall perceived need of PPD 
in clinical practice.  
Project Description  
   The information in this clinical inquiry project highlighted the clinical practice barriers 
and PCP perceptions of implementing PPD screening on new mothers during well-child 
evaluations. Information from this clinical inquiry project may be disseminated as a means of 
increasing PPD screening and help enhance clinic workflows conducive to prompt providers to 
address PPD screening.  
Setting 
The setting of this clinical inquiry project was an online survey that was housed in the 
online survey capture system called Qualtrics, and obstetricians, primary care nurse practitioners, 
clinical nurse specialists, primary care physicians, pediatricians, in Arkansas that performs well 
child care were invited to complete the survey.  
Study Population 
The provider survey was a pilot study survey sent to practitioners in Arkansas that see 
pediatric patients. The study participants are practicing PCPs in Arkansas, including nurse 
practitioners, physicians, who manage the care of pediatric patients in primary care clinics.  
Study Interventions 
As a clinical inquiry project the study intervention was an online survey consisting of 
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provider demographical data, clinical practice guidelines questions, and questions on gender age, 
profession. The survey aimed to better comprehend provider practice barriers, and their 
understanding of PPD, by using the tenets of theory of planned behavior: the attitude toward the 
behavior, the subjective norm, and perceived behavior control to understanding the associated 
competing barriers to implementing PPD in the clinical setting (Kortteisto et al., 2010).   
Pre-Implementation Phase.The sample population was recruited using the Arkansas 
Nurse Practitioner Association members after approval from managing board members, the 
Arkansas Nurse Practitioners social media group, and also by the ANCC email distribution list to 
Arkansas Advanced Practice Providers, and surveys were sent via administrator to the American 
College of Pediatrics members. The research project was approved by UARK IRB 2-10-2021, 
and the survey was completed in Qualtrics and link added to the recruitment letter 2-17-2021.  
Implementation Phase. As this is a clinical practice inquiry project there was not an 
innovation or implementation but rather a gathering of information.The survey took an average 
of 10 minutes to complete.  When the provider signed into the Qualtrics platform for the survey  
the option was provided to either accept or decline the informed consent to start the survey. A 
total of 60 advanced practice providers and medical doctors answered the survey data. After 
cleaning data, a total of 58 survey responses was used in this analysis. Consent was obtained at 
the beginning of the survey administered through the Qualtrics website. During the 
implementation phase the survey was sent to the four concentrated methods which included the 
Arkansas Nurse Practitioner Association, ANCC email distribution list to Arkansas Advanced 
Practice Providers, the American College of Pediatric Members, and email contacts detailed 
further below. Initially mailed survey responses were going to be used for survey response but 
for effective use of time, the survey was emailed for immediate response and implementation. 
The survey was sent via the ANCC email distribution list to Arkansas Advanced Practice 
Providers, and sent via administrator to the American College of Pediatric Members.  Arkansas 
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Nurse Practitioner Association (ANPA) members received the survey after approval from 
managing ANPA board members. Additionally Arkansas Advanced Practice Providers where 
contacted via email through the DNP professor advisor email contacts to increase response rate. 
The private social media account for the Arkansas Advanced Practice providers was utilized to 
increased provider response. The first inquiry for survey was delayed due to awaiting approval 
from the ANPA to post on the the Association  social media website, so the first survey inquiry 
was sent 2-28-2021 after getting approval from the Arkansas Advanced Practice private 
Facebook social media website, and the Arkansas Nurse Practitioner Association to send the 
surveys to its members. Obtaining approval for emails from ANCC added additional wait time to 
distribute the survey. The survey had a slow response rate, and as of the March, 5, 2021 date 
there were zero reponses. On March 21, 2021 eight responses had been received, April 5, 2021  
there were 36 reponses, and April 11, 2021, 50 reponses were obtained. My response rates were 
slow with the listservs from ANCC so additional strategy was employed. This strategy included 
sending out the survey different times of the  day. It was determined that response rates were 
slow and the recruiting options were expanded by posting the survey to social media. The 
responses kept increasing with this new recruiting method and the number of times the survey 
inquiry was sent daily were increased to twice a day, morning and evening, to the Arkansas 
providers. After I obtained approval from the ANPA board March, 29 2021, I realized that my 
survey could be distributed to their members and survey was posted to their website the same 
day for additional responses.  A successful strategy to increase responses was to send inquiries 
for the survey in the morning and evening for all four directed survey distribution channels daily. 
In addition I found that actually adding the goal of how many reponses I already obtained and 
my goal of how many I needed in the recruitment email increased my survey responses with the 
Arkansas provider population.  
Post-Implementation Phase. The analysis of the data included using the SPSS statistical 
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analysis platform to parse the data of the survey. The data was analyzed via frequency 
distributions to understand the number of times they occurred in the data. This provides an initial 
overview of the background of the providers that submitted information to the survey.  In 
addition cross-tabulation with chi-square analysis was used to test statistical significance at p 
value less than or equal to < 0.05, if there is a statistical significant between the relationship of 
the variables. A P value higher than 0.05 is not statistically significant and indicates weak 
relationship between the variables compared.  
Study Measures  
Conceptual Definitions. The conceptual definition of this clinical inquiry project is 
behavioral framework of provider practice. The term “Pediatric Primary Care Providers” is 
defined as medical providers who administer care to children from the age of 0 to about 21 years 
of age. PPD is defined by Goldin et al. (2015) as an affective mood disorder occurring within the 
first year after childbirth. This clinical inquiry project  gathered information related to the 
providers practice, to understand how they perceive PPD screening.  The clinical inquiry survey 
helps inform the subjective norm of theory of planned behavior (TPB), to realize how the 
providers disseminate the resources to all team members to support a unified message of mental 
health awareness.  The TPB is a concept that explained how providers intentionally change their 
behaviors based on the norms of the job which is defined as perceived behavioral control. 
Attitude is defined as how the provider evaluates the behaviors that are presented. Subjective 
norms are defined as the norms of their peers and the survey is hoping to understand the 
environmental and clinical norms of the providers that may influence their thinking of why or 
why not to screen for PPD in the clinical setting (Logdon et al., 2017).  
Operational Definitions. Definitions of the variables in the survey showed how 
providers think about creating a core coalition-with other mental health providers, what they 
thought about their ability discover and enhance practice reimbursement in mental health 
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screening and referral, which is a component of the subjective norm from the theory of planned 
behavior. To realize the providers’ understanding of how they disseminate the resources to all 
team members to support a unified message of mental health awareness as it relates to PPD 
screening. The clinical inquiry items that were focused on in the survey was the providers 
behavioral intention of PPD, by delving into the providers’ understanding of PPD, which helped 
realize what informs the providers current standard of practice with PPD screening. The survey 
measured the concepts of the theory of planned behavior by the following questions that 
measured (perceived behavior control) included the providers demographic information using 
closed, open ended questions to assess providers understanding of PPD.  Subjective norms were 
assessed by the following questions 12, 13, 16, 17-18, and 26 in the survey that assessed:  
 the provider barriers to practice questions is to understand the interrelated 
processes  
 framework of the clinical guidelines of PPD evidenced based practice  
 attributes and connections related to provider compliance with PPD screening 
recommendations.  
 Understanding of the peers understanding of PPD screening and patients 
symptoms 
The survey asked participants to rate their willingness to learn more and participate in 
professional development to PPD screening in the clinical setting. Attitude was evaluated by 
question  8-9, 11, 14-15, 19, 20, 22, 27, 28 in the areas that included:  
 providers understanding of evidenced based practice PPD evaluation methods 
and intervals   
 if reimbursement is a barrier to PPD screening 
 if time is a barrier to PPD screening  
 if a survey is used for PPD screening 
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 current provider response to PPD identification in practice 
 if administrative cost is a barrier to PPD screening 
Perceived behavior control which are the norms of the job will be evaluated by questions 
1-3, 5-7, 10 and 23 and include: 
 demographic questions  
 location of provider practice 
  if time is a factor of PPD screening  
 barriers in practice that prohibit PPD practice  
 and if the postpartum depression guidelines are understandable in practice 
settings.  
These items assessed participants’ perception of their familiarity with PPD screening, the 
importance of PPD assessment in their clinical practice, the current county location in Arkansas 
of practice, and whether they can identify PPD screening barriers in practice.  
Outcome Measures. Outcome measures are metrics that a health system tracks to 
formulate the expected desired outcomes. The outcome measures of this clinical inquiry project 
include increased understanding of the mindset of the providers responsibilities, and their 
understanding of perceived PPD screening practices related to the evidenced based practice and 
what is known and what is not known, and attitude toward the behavior of PPD screening. 
Expected outcomes are to understand providers approach to PPD screening, in their practice 
setting. Outcome measures assessed based on the survey were reported as follows:  
 percentage of providers who express their understanding the EDPS screening 
tool-35.29% of providers use a screening tool in practice and half use EDPS, and 
over 64% of providers do not use a screening tool in practice.  
 Percentage of providers who expressed the following decisional barriers to PPD 
screening in their current practice regarding tools to calculate PPD-33.33%, time, 
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37.25%, resources 25.49%, Referral options 37.25%, lack of knowledge of 
published recommendation 17.65%, desensitization of the issue of PPD 13.73%, 
17.65% of practitioners responded with other barrier which were the following: 
responses lack of patient follow up, new mothers perceptions and implications of 
having PPD, time and reimbursement, patient willingness to discuss, family 
members present in the room, lack of insurance for mother, distraction from the 
patients other children, parents not wanting to discuss at childs visit, openness of 
the mother to discuss, stigma among patients. 
 percentage of providers who express an understanding of PPD screening was 
75.93% 
 percentage of providers who express their intentions to implement PPD screening 
into their clinical practice were 58%.  
 what instruments the providers feel are useful or used in practice are EPDS, 
PHQ2 and PHQ9 are the noted surveys currently used in practice.  
Process Measures.  A total of 60 advanced practice providers and medical doctors 
answered the survey data. A total of 60 advanced practice providers and medical doctors 
answered the survey data. After cleaning data, a total of 58 survey responses was used in this 
analysis. The survey was sent by email to 1300 arkansas providers, and 60 was returned, the 
response rate was 4.6% (response rate=(reponses returned/surveys sent out)(multiplied by 100). 
My process measure initially was a 37.5% response rate with an estimated 800 surveys sent and 
300 survey responses returned. The process measure was not met. Additional number of surveys 
were sent, but only 60 returned in the time frame of 2-28-2021 to 4-30-2021 in which the survey 
was active in Qualtrics.  
Balancing Measures.  The balancing measures for this clinical inquiry show how the 
action affects the system, evaluate how an improvement or change in one area impacts other 
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areas. For this clinical inquiry project it was an evaluation of the providers understanding of PPD 
screening, no unintended consequences introduced in the system as a result of this clinical 
inquiry, and sending the survey to Arkansas practitioners. If there was any surprising results 
based on sending the survey to providers in Arkansas it was that there was more awareness of 
PPD practices, than previously estimated in the literature review before starting the research. As 
Goldin Evan et al., (2010) states that postpartum depression is the most common complication of 
childbirth, and largely undetected by providers  
Benefits and Risks 
There were no risks to the providers for undergoing the online survey. Data obtained was 
private and deidentified. Benefits to the provider are additional insights into PPD screening in 
during well-child evalautions in primary care clinics, which include increased knowledge and 
PPD screening.  
Subject Recruitment 
Subject recruitment was completed by contacting  Arkansas Nurse Practitioner 
Association members after approval from managing board members, the Arkansas Nurse 
Practitioners social media group, and also by the ANCC email distribution list to Arkansas 
Advanced Practice Providers Surveys were sent via administrator to the American College of 
Pediatrics members contacting them by email. Recruitment was focused on primary care 
providers in Arkansas. The sampling strategy included emailing  all the pediatric providers 
available throught the email lists provided which is a non-random sampling method.  
Consent Procedures 
 Consent was obtained when the providers logged into the Qualtrics website where the 
survey was securely located.  Before being directed to the survey, practitioners encountered the 
informed consent form detailing the contact information for the primary investigator, ability to 
opt out of the survey, and information on where the results of the survey will be disseminated. 
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The participants were able to access and accept the consent at that time. 
Subject Costs and Compensation 
There were no associated costs for participating in the project ;practitioners and medical 
doctors completing the survey did not receive compensation for participating in this project.  
Project Timeline 
Initially it was estimated that a total of nine months from September 2020 to May 2021 
will be included for project completion, which was a true estimation (Appendix A Gantt Chart 
p.52) (Appendix B-IRB approval letter and Email p. 52). Detailed activities that were  completed 
during the following months include; Draft Project Presentation to DNP class-December 2020; 
Chair Approval-December 2020; Survey Development was estimated to be completed in 
November 2020, but actual survey development included consultation with UARK SMSS 2-17-
2021 and first email blast was sent February 28, 2021; initially it was thought that IRB was going 
to be December 2020, but IRB approval occurred January 10, 2021 due to finalization of project 
survey completion in February 2021).  Provider Survey Dissemination January 2021; Analysis of 
Survey Results was estimated to start March 2021, April 2021, May 2021, and the actual analysis 
of survey results started April 12, 2021 due to the fact that the fifty survey threshold to complete 
the analysis occurred April 11, 2021(Appendix C PDSA Cycle p. 54). Dissemination of finished 
DNP Project May 2021. Timeline for the project was estimated to be thirty to thirty one days 
from survey dissemination to providers , the actual timeline for survey inquiry to the 
practitioners to survey analysis was 57 days, due to the slow initial response to the email survey 
inquiry. Dissemination of the project to DNP committee was May 2021.  
Resources Needed  
Economic Cost and Benefit 
 Budget costs for the emails in this project were $950 due to the fact that the emails were 
sent via Arkansas Nurse Practitioner social media which were free, ANCC email listserv which 
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cost $500, the Arkansas Nursing Board listserv was $200 and Arkansas Medical Board Listserv 
was $250. The Arkansas Nursing Board Listserve and Arkansas Medical Board Listserv did not 
provide email for the providers so this option was not utilized for survey distribution. Time spent 
developing the survey, and sending were estimated as opportunity costs all gains due to the fact 
this was a invaluable learning experience. The email blasts to Arkansas Nurse Practitioner 
Association were free, as were individual email contact to the Arkansas Nurse Practitioner 
Association members after approval from managing board members, the Arkansas Nurse 
Practitioners social media group, and surveys were sent via administrator to the American 
College of Pediatrics members. As previously noted, it is estimated that the total US cost of 
undiagnosed mothers with PPD is $14 billion US dollars in the first five years of life, with an 
expected economic cost of $2.9 billion one year after childbirth if PPD is not evaluated and 
treated. On average $31,800 is the cost for not treating new mother for PPD over a 5 year period  
(Luca et al., 2020). A direct benefit analysis was applied to this project as cost of project minus 
benefits of completing one additional screening survey for mother with PPD was $5,410 (cost of 
this project minus cost of one year of undiagnosed PPD for new mother $940-$6,360=$5,410). 
Cost saving of the treating just one new mother for PPD . Which after subtracting cost of this 
project, helped elucidate the reason that providers are not screening for PPD, Policy implications 
are that consistent screening practices of postpartum depression benefit governments, employers 
and health insurance payors (Luca et al., 2020) (Appendix D Concept map p. 56). Benefit of this 
project is immediately realized if just one additional mother who has PPD is screened for PPD 
(Appendix E Global Aims Statement p. 57).  
Evaluation Plan  
Data Maintenance and Security 
The data for this DNP Project was stored in the Qualtrics database. All information was 
confidential, anonymous and deidentified in the dissemination of research and analysis.  
 




The survey sent to providers comprised 31 questions to assess the providers 
understanding about PPD screening, included a separate recruitment script, consent form that 
lead to the survey in Qualtrics (Appendix F, Informed Consent p. 58) (Appendix G-Recruitment 
Script p. 60) (Appendix H-Survey p. 61).  Descriptive statistics were utilized to generate a mean 
measure of the individual provider practice questions, like age, demographics, provider practice 
locations, using means and standard deviation. The data was analyzed via frequency distributions 
was analyzed to understand the number of times they occurred in the data. This provides an 
initial overview of the background of the providers that submitted information to the survey.  In 
addition cross-tabulation with chi-square analysis was used to test statistical significance at p 
value less than or equal to < 0.05, if there is a statistical significant between the relationship of 
the variables. A  p value higher than 0.05 is not statistically significant and indicates weak 
relationship between the variables compared.  This evaluation plan was consistent with the 
objective of this pilot study clinical inquiry project which was  to understand PCPs’ perspective 
of PPD screening during well-child evaluations during the first year of life. The research design 
was a clinical inquiry cross sectional survey encompassing questions to evaluate the strongest 
predictor of providers understanding of PPD screening behaviors in practice.  
This clinical inquiry sought to illuminate PCP understanding of PPD screening in well-
child evaluation and provide insight into current practice behavior. The questions that were 
answered in this analysis what when the screening practice is implemented, what instruments of 
screening are useful in practice, provider demographics, recognize providers perception of 
screening mothers for PPD during the well-child evaluations during the first year of life, and 
PPD prevalence in practice, and comprehend providers efficacy of the EPDS screening tool. 
Providers’ responses eliminated their behavior motivation to elucidate the uptake of new 
behaviors related to PPD screening.  
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The data analyzed via frequency distributions was analyzed to understand the number of 
times they occurred in the data. This provides an initial overview of the background of the 
providers that submitted information to the survey.  In addition, cross-tabulation with chi-square 
analysis was used to test statistical significance at p value less than or equal to < 0.05, if there is 
a statistical significant between the relationship of the variables. A p value higher than 0.05 is not 
statistically significant and indicates weak relationship between the variables compared. Pulaski 
county was the county in Arkansas where most of the providers practice at 24% responding 
Washington county was 12% and Benton and Sebastian counties at 10%. (Figure 1). It is noted 
according to the 2010 census,  that Pulaski county is a metropolitan city, one of the most 
populous counties in Arkansas; Benton County population is 221, 339  and where Walmart 
Headquarters is located; Washington county has a population of 203,065 and includes 
Fayetteville and Springdale and Sebastain county population is 125,744 (Association of 
Arkansas Counties, 2021). Additionally most survey respondents were from the most populous 
counties in Arkansas, which represent the majority Arkansas population. 
Figure 1 
Frequency of Provider Counties  
 
                     
The leading practice setting of providers were family practice at 44.83%, and the nurse 
practitioner credential was the most widely held license at 82.76%.  Over 75% of providers saw 
patients from the age of birth to 20 years of age, with the majority of patients being of the age 
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11-18yrs.  Forty-four percent of respondents were of the age 40-49 year of age, with over 90% 
being female and the average year of provider in practice was 10.3 years. Of the providers that 
screen for PPD in practice the following barriers of time and referral options were seen as 
barriers to fully implementing PPD in practice at 37.25% respectively (Figure2).  
Figure 2 
Barriers After Implementing PPD in Practice 
 
To understand the relationship of providers that currently screen for PPD in practice and if time 
is a factor to screen or not to screen cross tabulation with chi-square was used, there is no 
relationship between currently screening for PPD and time being a factor for screening Chi-
Square(X2(2)>7.849, p=.448 (Figure 3). Time and Reimbursement are not primary barriers to 
implementing screening for PPD.  Of the providers that screen for PPD in practice, the majority 
find when they receive a positive screen, a barrier that exists is lack of referral options and the 
length of time during a visit to screen for PPD is limited, providers need additional time for 
screening during a visit (Figure 4) this means that Arkansas Providers are screening for PPD, but 
they find that if the patients are positive for PPD they do not have available mental health care 
providers in the community to refer  mothers for follow up treatment. Per the data forty-one of 
providers screen for PPD and find that time is a factor, which means that when providers screen 
they feel that they are pressed for time during their screening, but time is not a barrier to 
screening, because they actually screen for PPD (Figure 4). Only twelve providers out of  the 
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total fifty-six providers do not screen for PPD in clinical practice, and state time is a barrier. 
Time is not a clinically significant barrier to PPD screening, due to only twelve providers who do 
not screen at all due to time, but when providers do not screen it is due to time being a barrier to 
screening (Figure 4).  
Figure 3  
Relationship Between time and Provider that Screen for PPD in practice  
 
Figure 4  
Crosstabs table of Relationship Between time Providers that Screen and Do not Screen to PPD in practice 
                     
Lack of reimbursement is not related to currently screening or not screening for  
PPD in clinical practice Chi-Square(X2(2)>65.552, p=.231; the screening tool that most 
providers use is Edinburgh Postpartum Depression scale at 64.29% (Figure 5).  
Figure 5 
Screening Guidelines Used in Clinical Practice  
 Is time a factor in your decision to address or not address PPD 
Do you Currently Screen 
for PPD in your Clinical 
Practice? 
All of the time Sometimes Occasionally Sometimes Never 
 
Total  
Yes, Always 2 1 3 3 7 15 
Yes, Sometimes 1 7 4 4 10 26 
No, Never 2 0 1 2 7 12 
Total 5 8 7 9 24 53 
 




        
Also even though there was no statistical significance between providers that screen for 
PPD and providers that are willing to learn about PPD, Chi-Square(X2(2)>13.913, p=.084, all 
providers that said they do not screen for PPD 22% stated that they were willing to learn PPD 
screening. There was no statistical significance between providers that know about the PPD 
guideline and use of the PPD screening tool in practice Chi-Square(X2(2)>3.97, p=..137, but 
knowing about the guideline guarantees that the screening tool is used in practice, because 78% 
of providers that screen for PPD know about the PPD guidelines.  
There is a significant relationship between providers that screen in clinical practice and 
there being a survey in practice Chi-Square(X2(2)>9.038, p=.011 (Figure 6). 
Figure 6  
Relationship between providers that use a survey and screen in clinical practice  
 
                    
Over 90% of people who are advanced practice providers who screen do have a clinical 
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tool in practice to use. So to understand is the relationship between providers that stated that they 
felt postpartum depression screening was important and also have a PPD screening tool currently 
used in practice a cross-tabulation and chi-square analysis was run. Based on the results there is 
an association from a provider feeling that it was important to screen for PPD and having a 
clinical tool used in practice-Chi-Square was (x2(2)>=9.038, p value was 0.011.  
Arkansas Primary Care Professionals are in agreement that it is important for 
pediatricians/practitioners to recognize the signs of PPD. Sixty-four percent of providers report 
no clinical practice guideline for Postpartum depression screening currently implemented in 
clinical practice. The research data shows that when a professional uses a clinical practice 
guideline for PPD screening than the Edinburgh Postnatal depression scale is used. Fifty-eight 
percent of practitioners would be willing to use a survey to identify the signs of PPD. Sixty-five 
percent  of providers did not know that the American Academy of Pediatrics Postpartum 
depression guidelines include practice guidelines for patient that exhibit symptoms of postpartum 
depression.  
The survey found that of the providers that do not screen for PPD are willing to learn 
about the guidelines for PPD in clinical practice. Time and Reimbursement are not barriers to 
screening for PPD. Lack of knowledge of postpartum depression guidelines are the main reason 
for not screening for PPD. Of the providers that screen for PPD in practice the majority use the 
Edinburgh Postnatal Depression Screening tool, and most find when they screen a barrier that 
arises is no referral options and the length of time during a visit to screen for PPD; providers 
need additional time for screening during a visit. The survey found that future implications for 
practice may include a seminar or teaching for the providers in Arkansas so that they are aware 
of the Postpartum depression screening guidelines  and can implement the PPD screening in 
clinical practice. The survey analysis results reflect the current literature finding that providers 
do not screen for PPD because there is a lack of clinical pathways, inadequate training or 
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knowledge regarding PPD, but they are willing to screen when provided with evidenced based 
guidelines and funding for introducing a new healthcare intervention (Russomango et al., 2019).  
This finding was supported by the literature review that found that providers are willing to use a 
questionnaire to screen for PPD but did not screen if there was not a referral pathway, or stigma 
associated with PPD symptoms (Noonan et al., 2018). 
Recommendations and Discussion 
Dissemination 
The information in the study will be sustainable if the information is disseminated to 
provider professional organization, in the form of knowledge applicable to PPD implementation 
in practice. This pilot data can serve as a baseline or guide for other seven states that currently do 
not reimburse for PPD in the well child visit to understand the economic and health implications 
for new mothers. In addition this clinical inquiry project was disseminated to the EMSON 
faculty and committee on May 12th.  
Translation  
This clinical inquiry is applicable to provider practices because it provides an 
understanding of various behavioral barriers to implementing PPD in the clinical practice. This 
study provides a baseline of data for the providers practices in Arkansas of an additional 
understanding how their peers approach PPD practice, and what barriers may be present in the 
clinical setting to evaluate PPD.  
Policy Implications 
The information will be meaningful to inform current providers and may increase 
motivation to provide PPD services to new mothers. This clinical inquiry project could be used 
to present to this information to applicable state legislators to change the reimbursement 
measures of PPD in clinical practice. In addition this project can be used to substantiate a clinical 
seminar guided to providers to inform providers on the guidelines for PPD screening in clinical 
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practice. This will only be realized when providers have the knowledge and resources to help the 
new mothers at the point of care.  
Healthcare Quality Impact 
This clinical inquiry will help understand clinicians’ behavioral intention to PPD 
implementation screening. Deconstructing the providers complex behavior constructs that 
surround the clinical practice of PPD screening will lead to information that can explain the 
current behavior in practice. Plans to share this project will include dissemination of results of 
this project with a scholarly publication directed at pediatric providers.  
Limitations 
Some limitations for generalizability are that most of the respondents were from the most 
populous Arkansas counties, so additional recruiting to counties with less people would have 
made the survey represent a combination of rural and metropolitan provider populations. More 
hospitals and clinical providers are available in the more urban Arkansas counties versus rural 
counties so the relationship of available providers that screen for PPD for new mothers are even 
more scarce. Internal validity could be strengthened in this study by including more respondents 
from the rural counties of Arkansas, because  the study is biased toward the more populous 
counties where most of the providers reside, and rural providers may need different resources 
than the urban areas. Expanding the survey responses in rural counties would increase the 
generalizability of this study to other populations. Additionally as noted most survey respondents 
were from the most populous counties in Arkansas, so there is additional opportunity to recruit 
respondents from the less populous rural counties to gain further perspective on their 
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 Advanced practice providers have the unique opportunity to reduce adverse symptoms in 
new mothers by providing timely post-partum depression screening and to enhance the 
postpartum depression treatment programs of provider practices. New mothers are more likely to 
use mental health resources when they have the knowledge, proper support, behavioral health 
adaption skills, and have a carefully constructed, adapted and customized mental health program 
adapted to their lifestyle. The project results are sustainable because the survey can be 
reproduced and sent to providers not only in Arkansas but around the country. Plans for 
dissemination of results of this clinical inquiry project include submitting for publication in the 
Journal of Pediatric Health Care (JPHC) as it is the official journal of the National Association of 
Pediatric Nurse Practitioners, and sending an executive summary of the study to the board of 
ANPA detailing the findings, particularly that the implementation of PPD is based on provider 
knowledge, so that a recommendation can be made for development of a CEU for PPD screening 
guidelines.  Sharing the results with advanced practice providers, and medical doctors during 
clinical practice Grand Rounds, will help pass the information to providers that can made use of 
the information results of the research.  This form of dissemination will expand discussion of 
research with providers who work directly with new mothers.   
Conclusion 
          This study revealed that to improve PPD screening in Arkansas several actions should be 
implemented such as an educational seminar about PPD evidenced based guidelines which 
includes information on how to perform the PPD screening in a private setting, away from her 
children or other family members or providers. Furthermore, topics to include in the seminar are 
how to administer the Edinburgh Postnatal Depression Scale to new mothers while protecting the 
mother from feeling there is a stigma of PPD diagnosis. Additionally an increase in the PPD 
mental health referral resources in the metropolitan and rural Arkansas locations, would increase 
PPD screening in Arkansas. If providers feel that they have control over the outcomes of PPD, 
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which includes reimbursement for the service, then the provider may intentionally screen for 
PPD in new mothers. Advanced Practice Practitioners, and medical doctors require training, 
access to psychosocial and health treatment options for patients to effectively refer patients to 
mental health services if needed (Noonan et al., 2018)(Appendix I-EMSON Evidence Table 
p.66). An overarching fact is that changes in policy reimbursement at the federal and state level 
in Arkansas can assist with the administrative expenditures required of a sustainable PPD 
healthcare intervention, such as provider training, establishing referral resources necessary to 
support PPD screening in Arkansas rural communit 
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Appendix D  
 
 





Appendix E Global Aim Statement 
  
Write a Theme for Improvement: _Clinical Inquiry project _______________________ 
Global Aim Statement 
Create an aim statement that will help keep your focus clear and your work productive: 
 
We aim to improve:  Understanding of providers knowledge and barriers to postpartum depression 
_______________________________ 
(Name the process) 
In: _Clinical inquiry_____________________________ 
(Clinical location in which process is embedded) 
 
The process begins with: _Providers answering the survey designed to assess their knowledge and 
barriers to postpartum 
depression______________________________________________________________ 
                          (Name where the process begins) 
 
The process ends with: _dissemination of analysis of survey results______________________ 
                           (Name the ending point of the process) 
By working on the process, we expect: _Understand providers barriers to providing post partum __ 
                                                                                                                        (List benefits) 
It is important to work on this now because: _to understand how providers think about Postpartum 
depression____________________________________ 
                                                                                                                   (List imperatives) 
 
Create Flowchart 
Specific Aim Statement 
We will:  x improve   increase   decrease 
 
The:  x quality of   number/amount of    percentage of   _information available to understand providers barriers 
to provide a postpartum depression_____________________________________________ 
                        (process) 
 
By:  ____________________________________________________________________________________________ 
                                         (percentage) 
OR 
 
From: and provide a baseline understanding of providers knowledge of 
PPD__________________________________ 
                       (baseline state/number/amount/percentage) 
 
To/By:__This study will increase the knowledge of providers feeling and knowledge of 
PPD__________________________________________ 
       (describe the change in quality or state the number/amount/percentage) 
 
By: May 2021_____________________________________________ 
                     (date) 
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Informed Consent Form 
  
  






Natasha Patterson ARNP 
  





Dr. Allison Scott ARNP 
  






PURPOSE OF PROJECT The purpose of this research clinical inquiry project is to 
evaluate the provider perception of postpartum screening in the clinical practice setting as 
recommended by American Academy of Pediatrics 
  
You are being asked to take part in a DNP project due to your status as a pediatric, 
primary or family provider. Before you decide to participate in this project, it is important 
that you understand why the project is being done and what it will involve. Please read the 
following information carefully. Please ask the principal investigator if there is anything 
that is not clear or if you need more information. 
 
The aim of this project is to understand the PPD screening perceptions of PCPs. 
 
PROJECT PROCEDURES You will submit answers to a survey, then submit demographic 
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RISKS The risks and discomfort associated with participation in this study are no greater 
than those ordinarily encountered in daily life or during the performance of routine daily 
work. 
  
During the survey, you may feel tired of sitting or concentrating, in which case you may 
take self-governed breaks. 
  
BENEFITS Benefits to participating in this project include the knowledge received may be 
of educational value to the principal investigator with regard to methods of conducting 
empirical research, and insight into postpartum depression screening 
   
CONFIDENTIALITY 
  
Your responses to the surveys will be anonymous, and the results will be presented in the 
aggregate. Please do not write any identifying information on your surveys. 
  
Participant data will be kept confidential to the extent allowed by law and University 
policy. The researcher is legally obligated to report specific incidents which include, but 




If you have questions at any time about this project, or you experience adverse effects as 
the result of participating in this project, you may contact the principal investigator, whose 
contact information is provided on the first page. If you have questions regarding your 
rights as a study participant, or if problems arise which you do not feel you can discuss 
with the Principal Investigator, please contact the University of Arkansas Institutional 




Your participation in this project is voluntary. It is your decision whether or not to take 
part in this project. If you decide to take part in this project, completion of the survey 
indicates that you agree for your responses to be used in this research. Withdrawing from 
this project will not affect the relationship you have, if any, with the principal investigator. 
If you withdraw from the project before data collection is completed, your data will be 




I have read and I understand the provided information and have had the opportunity to 
ask questions. I understand that my participation is voluntary and that I am free to 
withdraw at any time, without giving a reason and without cost. I understand that I will be 
given a copy of this consent form if requested. I voluntarily agree to take part in this 
project. 
  









Appendix G  
 
Recruitment Script  
Hello, my name is Natasha Patterson.  I am a Doctorate of Nursing graduate student at 
University of Arkansas in the Eleanor Mann School of Nursing Department. I am conducting 
research on Postpartum Depression screening with providers in Arkansas and I am inviting you 
to participate because you are either a Pediatric, Family or Obstetric Provider.  
Participation in this research includes taking a survey about your attitudes toward Postpartum 
Depression screening within the context of well-child evaluations in primary care clinics, the 
American Academy of Pediatrics (AAP) recommends this practice and I am would like to 
investigate providers’ understanding and perception of depression sceening in well-child 
evaluations, which will take approximately 10 minutes.  
If you have any questions or would like to participate in the research, I can be reached at email 
njaramil@uark.edu and I will send you the online survey information. Thank you for your time 
in this important research.  
  
 




Barriers in Postpartum Depression Screening Practices Questionnaire  
Please complete this short questionnaire survey to evaluate your perceptions as a primary care 
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of Results  
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patient-can use 
when billed under 
the baby; 96127-
can be billed when 
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mother in 
screening practices 
N/A  Analysis of new 
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screening for PPD 
in pediatric care 
settings 
New billing 
changes may be 
able to increase 
the integration of 
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new CPT codes in 









women that may 
be showing 
symptoms of PPD 
during the first 
year of life of the 
new infant  
Albaugh, A. S., 
Friedman, S. H., 
Yang, S. N., & 
Rosenthal, M. 
(2018). Attendance 
at mental  
health 
appointments by 
women who were 
referred during 
pregnancy or the 
postpartum 
period. Journal of 
Obstetric, 
Gynecologic, and 





USA  To describe 
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or the year after 
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predictive value of 
themodel 
A sample of 270 
nurses and HCAs 
returned 
questionnaires 
from 24 wardsin a 




20% of nurses 
and24% of HCAs 
reported 
intentions to 
implement a care 
round checklist, a 
modest pro-












type of guideline 
are predicted by 
different vari-
ables. 
3, This implied 
professional “role” 







integrated into the 
future designof 
this type of 
checklist. Further 
variables could be 




thinking for this 
type of behaviour 
and should help to 
 





















Atzmüller, C., & 
Steiner, P. M. 
(2010). 
Experimental 















order to elicit their 
judgments about 
these scenarios 
N/A  By systematically 








available – too 
large to be 





a subset of 
vignettes. These 




tradition of the 
factorial survey or 
systematically 
selected 
according to an 
experimental 
design 
either be randomly 
selected in 
following the 
tradition of the 
factorial survey or 
systematically 
selected 
according to an 
experimental 




sets have strong 
implications for 




strategies result in 
a random 
confounding of 
effects and heavily 
rely on the 
















Aim of this article 




vignette sets in 
large vignette 
studies with 
respect to their 
implications for 
the analysis of the 
data 
2, A quantitative 
vignette study 




































are used as 
covariates in the 







Arkansas  Demographic and 
location data of 
counties in 
Arkansas 
N/A N/A N/A N/A Included 
information on all 
counties in 
Arkansas based on 
2010 census data  
2, current census 
data is not 
calculated for 
2020, not yet 
available 
Bauman BL, Ko JY, 
Cox S, D’Angelo, 
V.D., Warner, L., 
Folger, S., 
Tevendale D.H., 
Coy, C.K., Harrison, 
L., Barfield, D, W. 
















USA  Perinatal 
depression is a 
complication of 
pregnancy that can 












follow-up care to 
reduce poor 
outcomes 
N/A  CDC analyzed 2018 









with a recent live 








care visits, by site 





31 sites, the 
prevalence of PDS 
was 13.2%, ranging 
from 9.7% in 
Illinois to 23.5% in 
Mississippi. The 
prevalence of PDS 
exceeded 20% 
among women 
who were aged 








violence before or 
during pregnancy, 
self-reported 







care visits was 
79.1% overall, 
ranging from 
51.3% in Puerto 








visits was 87.4% 
overall, ranging 
from 50.7% in 
Puerto Rico to 
96.2% in Vermont. 
The prevalence of 
self-reported PDS 








depression was not 
consistent across 







follow-up care can 














whose infant had 
died since birth. 
Booth, L., 
Wedgeworth, M., 













USA  Between 10% and 
13% of women 
develop a mental 
disorder during the 
postpartum 
period.According 
to the World 
Health 
Organization,1 
10% to 13% of 
postpartum 
women 




















10–19 years of 
age), ranging from 
















More than 50% of 
women with PPD 
are undiagnosed14 
and that 




addition, suicide is 











needs of further 
assessment  
Primary care nurse 
led clinics are on 










care providers to 
take the lead in the 
screening, 
brief treatment, 






children as primary 
care providers, and 
this factor is 
especially 
important 











treatment) for PPD 





Validated tools are 
successful in well-








be put in place 
at clinics to 
integrate 
behavioral health 
at a variety of 
levels to better 
serve this 
group. 
Burnes, B. (2004). 
Kurt Lewin and the 
planned approach 













validity of these 
views. 








The article then 
moveson to 
examine the main 
elements of his 
Planned approach 
to change: Field 
Theory;Group 
Dynamics; Action 
Research; and the 
3-Step model. 
This is followed by 
a briefsummary of 
the major 
developments in 




which, in turn, 
leads to an 





that to understand 




situation – the 





2, lewin’s view was 
that if one could 
identify, plot and 
establish the 
potency ofthese 
forces, then it 
would be possible 




act as they do, but 
also what forces 
would need to 
bediminished or 
strengthened in 
order to bring 
about change. 
Bauer, N. S., Ofner, 
S., Pottenger, A., 
Carroll, A. E., & 








Frontiers in  
Pediatrics, 5, 212. 
Doi:10.3389/fped.
2017.00212 





yet, it is unknown 
how often mothers 
comply with 
recommendations 
to seek treatment. 
The objectives 
were to describe 
the rate at which 
mothers with 






and reported if 
they sought 






recruited from four 
pediatric clinics 
after identification 






Mothers with a 
positive screen 
were invited to 







if they sought 
treatment 
or called a 
community 
resource 







to seek help. Only 
43.8% (32/73) 
made a follow-up 
appointment with 
an adult provider 
and even fewer 
kept the 
appointment. 
When PD occurs, 
it is most common 
when the newborn 
infant is between 6 
weeks and 6 
months of life; 
however, 
it can occur 
anytime within the 
first year 
postpartum 
A majority of 
mothers suspected 
of having PD 
recalled a referral 
for further 
intervention; yet, 
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Byatt, N., Cox, L., 
Moore Simas, T.,A., 
Kini, N., Biebel, K., 
Sankaran, P., . . . 
Weinreb, L.  
(2018). How 
obstetric settings 
can help address 
gaps in psychiatric 























face when trying to 
access psychiatric 
care, and (3) how 
obstetric settings 
can identify 
such women and 
















bipolar disorder, if 
the CIDI screen 
was positive, 
patients were 
invited to meeting 
in-person, women 
were eligible if 
they had an EPDS 















DSM-IV criteria for 
bipolar disorder I, 
II, or not otherwise 













would also have 





these subsets of 










the bulk of medical 
care for these 
women and need 
supports in place 
to (1) better 
recognize bipolar 




















screen for, discuss 




providers are at 








Wadkins, H.I.M., & 

















wellchild visits in 
the first year of 















screening at each 
first-year well-child 
visit, and 4) social 
work referrals 





as maternal age, 
infant age, infant 
race/ ethnicity, 
infant birth weight, 
gestational, 
number of siblings, 
number of well-
child visits, and 















selected 110 infant 
medical records 
before (cohort 1) 









symptoms in the 
well-child visit 





cohort 2 only. 
Before–after 
comparisons were 
made for detection 





The EPDS was 
included in the 
medical 









forms had scores 
>10, and 27% of 
women 
who completed 










common in an 
urban population 













well-child visits is 











Dagher, R. K., 
McGovern, P. M., 
Dowd, B. E., & 
Gjerdingen, D. K. 
(2012). 
Postpartum 
































measured at 5 
weeks postpartum 












childbirth in 2001. 
Using Andersen’s 
Behavioral Model, 
we regressed the 




services used from 
hospital discharge 
until 11 weeks 
postpartum on 
depression status 
at 5 weeks 
postpartum 
(Edinburgh 
 Five percent of the 
women met the 
depression 
threshold. Two-
























the importance of 
addressing mental 




















Duffecy, J., Grekin, 
R., Hinkel, H., 
Gallivan, N., 
Nelson, G., & 
O’Hara, M.,W. 














USA  Postpartum 
depression (PPD) 
has a 20% 3-month 
prevalence rate. 
The consequences 
of PPD are 
significant for the 
mother, infant, 
and the family. 
There is a need for 
preventive 
interventions for 




barriers exist for 
women who 





Women who were 






scores of 5-14) but 
who had no major 
depression 
diagnosis were 




This study aimed 
to describe the 





peer support to 
prevent PPD and 
examine 
preliminary 










place at baseline, 
A total of 25 
women were 
randomized. Of 
these, 24 women 
completed the 
RCT. Patient Health 
Questionnaire-9 










a decrease in 
symptoms from 
baseline to 
postpartum. At 6 
weeks postpartum, 
only 4% (1/24) met 
the criteria for 
PPD. There was no 
difference 
between groups in 
adherence to the 
intervention, with 
an average of 
14.55 log-ins over 




responsive to both 
peer support and 
individual internet 
interventions to 
prevent PPD and 
that peer support 
may be a useful 
feature to keep 
participants 
adherent. 





primary care clinics 
or ob-gyn offices, 
rather than simply 
online, may 
increase access for 
those most in need 
of preventive 
services but with 
less familiarity with 
online resources. 
Earls, M. F., 
Yogman, M. W., 
Mattson, G., 
Rafferty, J., & 
COMMITTEE ON 
PSYCHOSOCIAL 















USA  A 2010 clinical 




the rationale and 









the rates of 
integrating 
screening 
in practice since 
then, according 
to the 2013 
periodic survey of 
AAP members, less 






the effects of 
adverse childhood 
experiences, 
the recognition of 
screening as an 
evidence-based 
recommendation 







whole family.6 This 
policy statement 
focuses specifically 
on the effects of 
maternal 
depression on the 
young 
infant and the role 






PPD and referring 
the motherinfant 
dyad for treatment 
the statement 




support of the 
coverage of PPD 
screening under 





emphasized that it 
is time to close the 
gap in rates of 
screening. 
2, Routine 
screening for PPD 
should 
be integrated into 
well-child visits 
at 1, 2, 4, and 6 




























USA  Recommendations 






visit from infancy 
through 
adolescence. 
N/A  Footnote 16 has 
been updated to 












depression at 1-, 2-
, 4-, and 6-month 
visits has been 
added. 
An accompanying 





consensus by the 
AAP and Bright 












Each child and 
family is unique; 
therefore, these 
recommendations 
are designed for 
the care of 
children who are 
receiving 
competent 




and are growing 
and developing in 
a satisfactory 
fashion. Additional 





















Emerson, M. R., 
Mathews, T. L., & 
Struwe, L. (2018). 
Postpartum 
depression 











USA  Postpartum 




can affect mothers 
and their 
infants. Screening 







women who were 
not pregnant by 
self-report able to 
read and 
understand English 
age 19 or older and 
attending the 6-
month WCV for 
their infant  
There were three 















Scale (EPDS) at 
each of the 2-, 4-, 
and 6-month WCVs 




factors relative to 
extending the 
current standard of 
care 
for PPD screening; 






design was used 








month time frame 
was assessed using 
an investigator-
designed clinical 













were 10%, 12.5%, 











71ustrali ed for 
improved clinical 
practice include 
the content of the 
visit that 
is documented in 
the medical record 
and reviewed with 
mothers 71ustrali 
ed to be at-risk, 
time allotted for 






*Goldin Evans, M., 
Phillippi, S., & Gee, 
R. E. (2015). 
Examining the 
screening practices 
















by providers  





a responsibility to 
identify PPD as the 
condition has long-
term adverse 
effects on their 
patients 





studies on the 
screening practices 
of physicians  
The prevalence 
and method of 
screening their 
patients for PPD 
was low and 
variable among the 
three types of 
physicians. 
Pediatricians were 












PPD and trained on 
the ease of 
routinely using a 
validated tool to 
identify PPD.  
2, This is critical 
because more 
detection can lead 
to improved access 
to treatment and 
the long-term 
detrimental impact 
that untreated PPD 
has on a mother 




Levinson, D., Bina, 
R., Munitz, H., 
Horev, Z., & 





depression: Is it 
part of their job? 
Journal of Primary 
Care & Community 
Health, 7(1), 24-29. 
Doi:10.1177/21501
31915611827 







depression (PPD)  
In 2012 the 
Ministry of Health 
issued a Directive 
mandating PPD 











responding to an 










they be able to 





willing to screen 
for PPD than were 
pediatricians, most 








g the women to a 
professional 






of PPD and acting 
on it.  
3, Hopefully future 
directions for 
medical education 






cologists will be 
the challenge of 
early identification 
and treatment of 
PPD for the benefit 
of women infant 
and families  
Hahn-Holbrook, J., 
Cornwell-Hinrichs, 









USA  Postpartum 
depression (PPD) 
poses a major 
global public 
health challenge. 





N/A  a meta-analysis 
was conducted to 
estimate the global 
and national 




health, social, or 
policy factors 
associated with 
We conducted a 
systematic review 








and methods were 
291 studies of 
296284 women 
from 56 countries 
were identified. 
The global pooled 
prevalence of PPD 
was 17.7% 
The global 
prevalence of PPD 















yet the potential 
benefits of 
reducing PPD for 
mothers, families, 
 



















used to estimate 
global 
and national PPD 
prevalence. 
factors explain 
much of the 
national variation 
in PPD prevalence 
and infants are 
equally great. 
*IRS. Publication 
















N/A  HER accounts can 
pay for periodic 
health evaluations 




are designed to 




FSA accounts do 
not have to be 
reported on the 
income tax return 















employers can be 
excluded from 
gross income  
2, Understanding 
the health savings 
accounts of the 




Jaronski, J., & Fox, 
J.A. (2016). A 










6(Issue 1), 1-8. 
Doi:10.2147/NRR.S
92203. Joseph 
Galli, B. (2018). 
Change 
management 









USA  In this article, the 
authors explore 
the risks pregnant 
women experience 
due to mental 
illness and 
intimate partner 
violence (IPV) and 
discuss the nursing 
role involved in the 
management of 
their care 
N/A   For many women, 





a new or an 
ongoing struggle 
with mental illness. 
The sequelae of 
untreated mental 




lack of maternal 
attachment, and 
inability to parent 
Practices that use a 
depression 
assessment tool 









can provide the 






that women at risk 
of SMI, pre- and 
post pregnancy, 
are not well served 
by the current 
system. 
Educating nurses 
to the reality of 
comorbidity as the 
norm rather than 
the rare 




3, Implications for 
practice include 
the use of 
assessment tools 










depression early is 
key toward 
providing timely 
care for both the 








intentions to use 
clinical guidelines: 
A survey using the 
theory of planned 
behaviour. 
Implementation 




Finland A theory-based 















variable was an 
intention that 
measured one 
item which was 
measured with one 
item: ‘I intend to 
use clinical practice 
guidelines for my 
area of 
specialization in 
the decision I make 
on the care of 
patients in the next 
three months  
A cross-sectional 
internet-based 
survey was carried 













Indicators of the 
intention to use 
clinical guidelines 




main data analysis 
was done by 
means of multiple 
linear regressions. 












associated with the 
professionals’ 
intention to use 
clinical 
practice guidelines 
for their area of 
72ustralia72tion in 
the decisions they 
would make on the 
care of patients in 
the next 
three months 
In addition, both 
the nurse and the 
physician factors 
had positive (p < 
0.01) effects on 




the similar models 
for all professions, 
the strongest 




while the key 
factor for the 
nurses and the 
other professionals 
was the subjective 
norm. 
The results confirm 
suggestions that 
the theory of 
planned behaviour 







3, Our new finding 
was that, in 
general, profession 
had an effect 
on intention to use 
clinical guidelines 
in patient care. 
Therefore, the 












Myers, J., Rushton, 




USA  Approximately 
400,000 
adolescents give 









Based upon the 
theory of planned 

















norms but not 







impacts a mother’s 
relationship with 
 




Carabello, A., Vogt, 
K., Jones, K., 
Angermeier, J., 
(2017; 2018). 

















than 25% comply 












assist mothers with 
depressive 








lessen the impact 
of depression on 
their infant.  
answers, and 
resources. 
2 weeks later the 
adolescent 
mothers (n = 151) 
answered 
questions related 






mothers (n = 138) 
in the control 














less than high 
school educated 
(51.7%), had 
given birth in last 
year (97.1%), with 
a mean age 18.2 
years. 




mothers. Thus the 
peers, family 
culture, and values 
of the teen mother 
influenced her 
intention to seek 
mental health 
treatment. There is 




that peers and 




her child, her 
functioning at 






well as the 
development of 
her child. An 
Internet-based 
depression 
intervention is an 
inexpensive 
method to 
increase rates of 
depression 
treatment. 
Loudon, H., Nentin, 

















USA  The purpose of this 
study was to test 
the feasibility of 
adding clinical 
decision 
support (CDS) to 
the electronic 
health record 











delivered an infant 
and returned for 





December 2013  
All women 






between 2010 and 
2013 were 




Scale (EPDS) in 
response to a CDS 
“hard stop” built 
into the 




2092 women (99.5 
%) were screened 
for PPD in 
response to a 
CDS hard stop 
module. Screens 
were missing on 
ten records 
(0.5 %) secondary 
to refusal, 
language barrier, 









by health care 
providers. While 
the identification 
of PPD has become 
the recent 
focus of public 
health concerns 




to screening still 
exist within 
the clinical setting 
The utility of 
adding CDS in the 
form of a 
hard stop, 
requiring clinicians 
to enter a 
standardized PPD 
mood assessment 
score to the 





a population that is 
receiving regular 






suggest that the 
universal screening 
for 
PPD and improved 
outpatient quality 
of postpartum care 
may 
be achieved by 
combining EHRs 
and CDS. 
3, Adding the PPD 
screening tool to 
the Electronic 
record increases 




*Long, M. M., 
Cramer, R. J., 
Jenkins, J., 
Bennington, L., & 























for perinatal mood 
and anxiety 




Objective is to 
review the types 
and effectiveness 
of interventions for 
healthcare 
professionals that 
have been used to 
increase the 
number of women 
screening and 
referred for PMAD  
The four main 
outcome variables 
















included in the 
review. Based on 
prior quality 
assessment tools, 
the quality of each 
article was 
assessed using an 
assessment tool 
created by the 
authors.  










quality and target 
audience varied 

















3, Given the 
prevalence and 
negative impacts 
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Luca, D. L., 
Margiotta, C., 
Staatz, C., Garlow, 
E., Christensen, A., 
& Zivin, K. (2020). 





2017 births in the 
united  
states. American 











among 2017 births 
in the United 
States 
PMADS are not 
only common they 






model based on a 






on mothers and 
children. The 
model estimated 
the cost incurred 
by mothers and 
their babies born 
in 2017, projected 
from conception 
through the first 5 
years of the birth 
cohorts lives.  
Estimated that 
PMADS cost 14$ 
billion for the birth 
cohort from 
conception to 5 
years postpartum. 





incurred 65% of 
the costs, children 
incurred 35%, the 






preterm births and 




65% of the costs, 
children incurred 







preterm births and 
increases in other 
maternal health 
expenditures 
The US economic 
burden of PMADS 
is high.  
2, Efforts to lower 
the prevalence of 
untreated PMADS 







Moore Simas, T.A., 
Huang, M., Patton, 
C., Reinhart, M., 
Chawla, A. J., 
Clemson, C., Eldar- 











USA  Postpartum 
depression has 
detrimental effects 
on the health of 
the mother, child 
and family  
Women want their 
obstetric practices 
to screen for 
mental health 




s variables can 
influence PPD. 
Sence of 74ustralia 




stressful events  
N: 25 Hypothesis 
that sense of 
coherence would 
have a protective 
effect against PPD 
over time. The aim 
was to investigate 
the effects of 
socio-demographic 
facts and SOC on 





women N=114, age 
range 18-47 eyars 
measured PPD, 
SOC and PPD at T1 
and T@.  
Established EPDS 
thresholds scores 
of 10 for mild 
depressive 
symptoms and 13 
and above for 
severe depressive 
symptoms. Results 




indicating PPD at 
T1 and only 6.2% 
at T2. Only job 
status was found 
to distinguish the 
SOC of mothers at 
T1 and T2, but 
difference was not 
significant 







SOC and PPD of 
primiparous 
mothers, after 





framework of SOC, 
it was 
hypothesized that 
job status before 
the birth would 
enhance 
SOC. Our results 
corroborate the 
hypothesis, 




was influenced by 
whether or not she 
was employed 
prior to giving 
birth. Women who 
worked before 
birth had higher 
SOC than women 
who did not work 
3, findings indicate 
that job status 
prior to birth is an 
important resource 
that is related to 
higher 
SOC levels. The job 
status and SOC 
were discussed in 
relation to the 
theory of ideal 
mental health. This 
theory identifies 










teach strategies for 




women who do 
not work and are 
identified through 
screening to be at 
risk of PPD. 
 
National Academy 







Visits, By State 


















screens in claims 
data using specific 
codes or modifiers. 
At least 4 states 
(Oregon, 
Pennsylvania, 









for state health 
policy features 
updated 
interactive maps at 








number of states 
are adopting an 
effective two 
generation 
approach to health 
by screening for 
maternal 
depression during 
well-child visits.  
43 states 
recommend, 
require, or allow 
maternal 
depression 
screening to be 
provided as part of 
a well-child visit 
The most 
commonly used 




rates range from 










O’Regan, A., & 
Galvin, R. (2018). 
Family physicians 









USA  Responding to and 






pregnancy up to 
one year after 
birth is complex 






caring for women 
who experienced 
perinatal mental 
health problems  
Family physicians 
are ideally placed 
to provide an 
effective response 
as it is recognized 
that they are 
responsible for 
organizing care 
and supports for 
women and their 
families  
A systematic 
search of literature 
is seven databased 
from January 200 
to March 2016 
identified a total of 
1125 articles,  
Thirteen articles 
reporting 11 
studies met the 
inclusion criteria 
for this review and 








research methods.  
Family physicians 
require timely 
access to local 
integrated care 
pathways that 
provide a wide 
range of services 













screening tool into 
primary practice 
supported by 
succinct guidelines.  
O’Connor, E., 
Senger, C. A., 
Henninger, M. L., 
Coppola, E., & 







review for the US 
preventive services 




USA  Depression during 
pregnancy and the 
postpartum period 
is relatively 
common and can 
have adverse 
effects on both 
















major or minor 
depressive episode 
during pregnancy 
or up to 1 year 
after childbirth to 
inform the US 
preventative 
services task force  
Randomized 














individuals or in 
those at increased 






articles and quality 





associated with a 
lower likelihood of 




showed a benefit 
in 3 studies;  
Counseling 
interventions can 




3, Deficit in the 
literature lack of 
good information 
on how to identify 





symptoms, such as 
EPDS likely provide 
the most direct 
association with 
future perinatal 
depression, as well 
as on who is most 




individuals are best 
identified.  
Ogbo, F. A., 
Eastwood, J., 
Hendry, A., 
Jalaludin, B., Agho, 













USA  Depression is a 
leading source of 
morbidity and 


















 This study used a 
retrospective 
cohort of mothers 
of all live births in 
public health 


























(EPDS)   





6.2% and 3.3% of 
the cohort.  










3, Screening for 
probable 
depression and 
timely referral for 
expert assessment 
of at-risk mothers 







Kozak, C., & 
Wagner, J. (2010). 







Education in the 





USA  CE program based 
on the theory of 
planned behavior 


































participant test, at 
3 times points, 
immediately prior 
to the CE program, 
immediately after 
the CE program 
and 6 week  after 
the CE program 
Ninety eight 
providers 
attending the CE 








































Vafeiadi, M.,  
Crete, Greece  Depression is the 
leading cause of 
disability 
worldwide and is 
more prevalent in 
women than in 
Elevated levels of 
cortisol, lower 
plasma levels of 
tryptophan, PPD at 















from PPD mothers 
and a control 
group of mothers 
were analyzed, 
increased levels of 
Molecular changes 
related to PPD are 
detectable in 
peripheral material 
thus paving the 
way for additional 
3; Potential for 
early detection and 
a blood serum 
sample of 
metabolite 
markers that may 
 




Trangas T., Turck, 
WC., Syrrou M., 
Chatzi, L,. Filiou 












men. PPD is the 
most common 
psychiatric 
disorder in women 
after childbirth, 
with an increasing 
risk occurring 
during the first 




educational status,  
and pre-pregnancy 
overweight; the 
aim of this identify 
molecular 
signatures for PPD 
by comparing the 
serum 
metabolomic 
profiles of women 















studies in order to 
shed light on the 
molecular 
correlates of PPD  
be able to 
accurately 
diagnose PPD in 
new mothers.  
Rafferty, J., 
Mattson, G., Earls, 
M. F., & Yogman, 










USA  Perinatal 
depression (PND) 
is the most 
common obstetric 
complication in the 
United States.  
N/A  A 2010 clinical 
report from the 
American Academy 
of Pediatrics (AAP) 
described the 
rationale and need 



















screening at the 1, 
2, 4, 6 month well-
child visits assists 
with treatment 



















screening for PPD 
should be 
integrated into 
well-child visits at 
1,2,4,and 6 months 
of age. PPD 
screening has also 
been recognized as 
evidenced based 
according to the 





be available for all 
pediatric providers 
on the subject of 
PPD screening and 
referral  
Roberts, L., Davis, 
G. K., & Homer, C. 










 review. Frontiers 
in Cardiovascular 
Medicine, 6, 147. 
Doi:10.3389/fcvm.
2019.00147 
USA  Pregnancy and 
childbirth can be a 
source of anxiety 
and worry for 
women, mental 
health is an 
integral part of 
health and well-
being and poor 
mental health can 
be detrimental to 
the woman’s 




N/A  Narrative literature 
review.  
17 publications 
were included. The 
relationship 
between HDP and 
depression, 
















may be at 




anxiety, and PTSD  
3, Awareness and 
screening for these 
mentla health 
disorder in the 
postpartum period 
will alerty clinicians 
to the need for 
additional follow-




More, E., & Steane, 





















Lewin’s three step 
















models and Lewin 
Lewins three-step 
model represents a 
framework for 
planned changes  
All 13 POCMs have 
clearly identified 














regard to ongoing 
search for model 
refinement  
*Russomagno, S., 








USA  Postpartum 
depression affects 
up to 20% of 
American mothers 
and if left 
untreated can 
have serious 
lifelong effects on 

















rate from 33% to 
80% (p<.001) and 
improved referral 
rates from 66% to 
79%  
By standardizing 
PPD screening and 
implementing a 
referral algorithm 
in the ambulating 
pediatric setting.  
Increasing the 
screening of PPD in 
pediatric setting, 
more PPD cases 





3; Providing a 
process in 
pediatric practice 




for new mothers.  
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screen for PPD at 
the 1, 2, 4 and 6 





rural primary care 




Selix, N., Henshaw, 
E., Barrera, A., 
Botcheva, L., Huie, 













USA  One out of every 
five to seven births 






include lack of 
uniform screening 




care and mental 
health services, 







approach MMH in 










primary care and 


















MMH into primary 
care.  
Collaborative work 
has many benefits, 
start collaboration 
at early stages 
rather than waiting 
until ideas are 






before a clear 
agenda or program 
has been 
developed  
MMH can be 





3; Primary care 






referral so by 
providing 
education on these 
services, barriers 
will be reduced 
and access 
improved.  
Stokes L. Sample 
Size Calculation for 




2014.8295   
 Knowing the 
sample size in a 
research 
investigation 




chance are rare 
but should not be 
larger than 
necessary 
 In developing 
methods for a 
study investigators 








baseline rates and 
MDD, the sample 
size is especially 
sensitive to MDD  
A power analysis 





are not found  
Sample size 
calculation based 
on any power 
analysis requires 
input from the 
researcher prior to 
the study  
Caveats to 
consider when 
looking at results 
based on power 
analysis-a lack of 
significance in a 
study for an 
outcome in a study 
may not be 
confirmation that 
no difference 
exists, because the 
analysis is specific 
to the parameter 
settings.  
Steimel, S.S (2020) 





 University of 
Arkansas Eleanor 
Mann School of 
Nursing Project. 
USA  First outcome 
measure evaluated 
the number of 
eligible mothers 
who screened 
positive for PPD  
Project provided 
knowledge to 





at well child visits 
as well as the 
negative impact 
PPD can have on 
both the mother 
and child if not 
addressed  






initiation of a PPD 








new mother and 
scored if greated 
than 9 the provider 
was to discuss and 
discuss referral to 
a mental health 
professional; if 
mother agreed a 
mental health 





increase the PPD 
evaluation during 
well child visits  
Stover, K. E., 
Tesfaye, S., Frew, 
A. H., Mohammed, 
H., Barry, D., 
Alamineh, L., . . . 














USA  The maternal and 






strategy to develop 
woreda (district) 
leadership capacity 






neonatal health.  






care during birth 


















care supported by 
monthly coaching 
and regular 
meeting to share 
experiences  
Study examines 
the extent of the 








changes in many 




a cross section of 
community 
stakeholders  
MANHEP was able 









was critical for the 
success in creating 
lead woredas able 
to serve as models 
for other districts.  
 





Ledford, A., Perry, 
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USA  Postpartum 
depression affects 
approximately 10% 
to 20% of mothers 
and impairs a 
mothers ability to 
engage with her 
child at an 
emotional and 
cognitive level 
placing the child at 










screening rates are 
less than 50%.  
N/A  Appraisal of the 
current state of 



















the use of clinical 
decision support 
algorithm and the 
need for having 
local resources and 
referrals available 
at the point of care  
Screening for 
postpartum 
depression in the 
pediatric primary 
care setting is 
feasible and can be 
adapted to the 





in the pediatric 
primary care 
setting, is more 
successful if there 
is accompanying 
referral/resource 
lists for new 
mothers  
